Sypmtoms) Syndrome, solid organ involvement, skin immunity, hematological involvement is the drug reaction. If not treated, it may be mortal. The most common drugs are aromatic anticonvulsants. In this study, we present a rare case of DRESS syndrome with diagnosis of meningitis. Early diagnosis and treatment are important because of the systemic involvement and mortality.
INTRODUCTION
DRESS syndrome is a hypersensitivity reaction consisting of drug reaction, eosinophilia and systemic symptoms. Internal organ involvement and cutaneous lesions can be seen. It was first observed in patients receiving anticonvulsant therapy in the 1930s. The incidence of DRESS syndrome is approximately % 0.1-1 and the mortality rate is around % 10 [1] . Severe hypersensitivity reaction develops against the drug or metabolites of the drug. This may be due to the enzymatic defect in the metabolism of the drug. The most common drugs are aromatic anticonvulsants such as phenytoin, carbamazepine, phenobarbital [2] . Clinically; fever, maculopapular-pruritic rash, lymphadenopathy, exfoliative dermatitis, erythema multiforme, erythroderma, hepatitis, myocarditis, pericarditis, nephritis, panceatitis, encephalitis, thyroiditis can be seen. The most commonly involved internal organ is the liver. In the laboratory, atypical lymphocytosis leukocytosis, eosinophilia, elevated liver enzymes, renal involvement can be seen [3, 4] . Its pathogenesis is not yet fully understood. It is thought to be associated with reactivation of ebstein barr virus (EBV), cytomegalovirus (CMV), human herpesvirus-6 (HHV-6) viruses with detoxification defects, immunological reactions, and slow acetylation [5] .
CASE REPORT
A 33-year-old male patient presented to a university hospital outpatient clinic with complaints of fever, myalgia, headache, fatigue, vomiting for two to three days. Azithromycin tb was started. On the same day, he applied to the emergency department of the same hospital. The ECG was evaluated as normal and discharged. One day later, he applied to the emergency outpatient clinic of our hospital. It was learned that he had a history of tick attachment a week ago. Blood tests and cranial CT were normal. He was hydrated at an emergency service. Amoxicillin-clavulanic acid 1000 mg tb 2 × 1 perioral (PO) was started and discharged the same day with the diagnosis of upper respiratory tract infection. One day later, he was admitted to our outpatient clinic for infectious diseases. On the persistence of fever, muscle aches, headache, weakness and vomiting. He had a history of cranial 
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Herpes Cranial diffusion there was no signal change in the intracranial neural parenchyma in favor of acute ischemia in MR imaging. Ceftriakson and vancomycin (continued daptomycin) intranenous (IV) treatments were completed on 14th day and her fever was 36.5 ºC on the 4th day. Acyclovir treatment and antiepileptic treatment were arranged as tablets and discharged from the service. One day after his discharge, the patient was hospitalized at the third week of antibiotherapy and antiepileptic treatment with diffuse skin rash and periorbital edema. (Figure 2-3) . The erythematous, progressive maculopapular rashes were required for skin and neurology consultation drug reaction? The preliminary diagnosis of acyclovir and phenytoin was stopped. Levetiresetam treatment, fluid hydration treatment was started. Skin biopsy from the leg region was evaluated nonspecificly in the pathological examination. In the differential diagnosis of vasculitis, p-ANCA, c-ANCA, ANA, AMA, anti ds DNA autoimmune markers were negative. Laboratory findings (in the second deposit with rash) WBC: 4600 (4-10.6 10³ g / L), Hemoglobin: 12. The patient was evaluated according to RegiSCAR scoring system with liver, renal involvement, blood eosinophilia and skin involvement due to phenytoin use and was followed up with a total of 6 points with the hypothesis of DRESS (eosinopilia and systemic symtoms) ( Table  1) . Prednisolone was monitored by increasing intravenous (IV) therapy for three days. The laboratory and clinical findings of the patient whose general condition improved were improved and the rash was regressed and the patient was discharged with levetiresetam 500 mg tb 2x1 po treatment. , others (allopurinol, imatinib, omeprazole) are the main drugs. After starting the drug, symptoms usually occur within 2-6 weeks, and the clinical condition may persist for a long time. In our patient, the symptoms started 3 weeks later. The most common cause of mortality is the insufficiency of liver, the most commonly involved internal organ. Histopathological findings of DRESS syndrome rashes are non-specific. Intervention dermatitis is the most common histopathological appearance. In the treatment, it is important to discontinue the drug, to use systemic corticosteroid and to provide supportive treatment. TNF-a inhibitors are new treatment options [9, 10] .
In conclusion, DRESS syndrome is a hypersensitivity reaction that may be associated with rash, fever, lymphadenopathy, eosinophilia, atypical lymphocytosis and internal organ involvement after drug use. In drug reactions, the findings should be evaluated carefully and should be kept in mind in the differential diagnosis of rash.
